Mr. Key is favourably known to the profession, as the author of a work upon lithotomy, as a patron of the straight staff, and as a dexterous surgeon. He is now come forward to advocate a method of operating for strangulated hernia, which though little known, has been less practised, and scarcely at all recommended.
The candid surgeon will be tempted to inquire, whether the operation for strangulated hernia does really deserve so unfavourable a character. We apprehend that the general opinion is somewhat adverse to that of Mr. Key . His The intelligent reader will probably disregard the number of the arguments against the operation, and attach a just degree of importance to the general bearing of the reasoning for it. Yet we doubt if all surgeons will freely admit the danger of opening the hernial sac, and some perhaps will accuse Mr. Key of greatly over-rating it. We suspect that the non-division of the sac will never be very extensively practised, nor become the common mode of operation. A prejudice will always lurk in the mind in favour of ascertaining the condition of the gut or the omentum, and the operator who has proceeded as far as the sac, will in general believe that caution and prudence urge him to open it. At the same time the facts and the reasonings of Mr. Key must exercise an extensive and permanent influence, and in many cases the surgeon will be led by the presence of favourable circumstances, to perform the operation he advises. Such is the anticipation we would venture to indulge from a careful consideration of the question. " Mrs. T., about fifty years of age, sent for me on Saturday, the 12th of January, on account of a femoral hernia, which she stated to have existed for several years, but which she had been able to keep up with a common truss. It had occasionally descended, in consequence of the truss not fitting her. In making some exertion, it suddenly came down this afternoon, but felt, as usual, when it happened to make its appearance, soft and free from pain. In a short time it became much harder and painful, producing a great sense of tightness across the belly, writh nausea, which soon ended in vomiting. I saw her in the evening, and found her suffering great pain with the hardest hernia I had ever felt.
The tumour seemed to be filled with a mass of hard indigested substances, which could be felt through the skin, the coverings being very thin. I attempted to reduce it by the taxis, which was steadily kept up for twenty minutes, and then she tried to reduce it in her usual way, but without success. It appeared to me impossible to reduce the tumour, without first kneading the solid contents of the bowel through the femoral ring, wThich, from the great solidity of the matter, appeared to me almost hopeless. I took from the arm as much blood In inguinal hernia the incision should be made higher than it is in the common operation. Commencing-at the neck of the tumor it should be carried downwards for an inch and a half. The tendon of the external oblique, where, it forms the ring-, being-exposed, a small opening should be made in it just above the ring, to admit the end of the director, and enable the operator to distinguish if the opening be at the upper or the lower opening. If the stricture is seated at the lower ring, the director must be passed under its margin, and its division must be carried to a sufficient extent.
" If the stricture exists higher up at the neck of the sac, where it will be found in the majority of hernise of this description, the opening in the tendon should be enlarged to the extent shown in the second drawing, for the purpose of passing the director under the deeper stricture. The lower margin of the two muscles will be brought into view, with some of the descending fibres of the cremaster. These may be separated by disturbing the cellular membrane with the end of the director ; and the instrument may then be introduced under the transversalis muscle till it reaches the stricture.
In the subject, the director, when introduced in this manner, passes before the tranversalis fascia ; this will diminish what little risk there may be of wounding the peritoneum, and will carry the knife further from the epigastric artery; the tenuity, however, of this fascia, will, perhaps, often allow the director to pass beneath it. The instrument should be depressed upon the sac, in order to carry its point under the border of the transversalis, which may be divided to the extent required. This operation is more difficult than the division of the stricture in femoral hernia ; the principal difficulty lies in the accurate separation of the lower edge of the internal oblique muscle, for the easy passage of the director. Drawing II. represents the parts, with the instrument passed under its edge. The stricture, however, is not so firm in inguinal as in femoral hernia, and the introduction of the director under the transversalis tendon will not be difficult, where it is fairly passed up to the neck of the sac before the attempt is made. The steps of the operation will be much the same in those smaller hernia, which are lodged in the inguinal canal. When the stricture is divided, a greater degree of pressure will be required to return the contents of a large inguinal hernia, on account of the distance from the neck of the sac to the bottom of the tumour, and especially when the omentum forms a part of its contents." 149.
In small bubonocele, in which the protrusion has scarcely reached the external ring, the same manner of operating may be followed.
Umbilical hernia is, according to our author, the one that most requires the sac to be left entire. The operation for this hernia is too often unsuccessful. 
